This case report describes the presentation, management and treatment of a patient who suffered small bowel perforation due to the migration of his biliary stent which had been inserted for benign disease.
Introduction
Choledocholithiasis is a common complication of gall stone disease. In most cases stones are removed from the common bile duct by endoscopic retrograde cholangiopancreatography (ERCP) and sphincterotomy prior to cholecystectomy. However, in around 5% of cases this is not possible or the patient is too unfit to undergo surgery. In these cases a stent can be used to provide biliary decompression. This case report illustrates one of the rare dangers of biliary stent migration and highlights the importance of careful follow-up of patients treated with long-term plastic endo-biliary stents.
Case Report
A 75-year-old male presented with acute pain in the right lower abdominal quadrant associated with pyrexia, vomiting and constipation. The patient was known to our unit with a history of post-cholecystectomy pain but this acute presentation was not in keeping with his previous hospital admissions. His past medical history was positive for morbid obesity, chronic obstructive airway disease, Class III congestive heart failure and a trauma laparotomy and partial splenectomy many years previously. His biliary disease was complex. Five years previous to this current admission he was diagnosed with gall-stones which required an emergency open sub-total cholecystectomy and a series of ERCP's for lithotripsy and bile duct stenting. At his last ERCP, six months prior to this acute admission, it was noted that his latest stent was not in position and that his biliary tree was clear.
On examination, the patient had a core temperature of 39°C and appeared dehydrated. He was not jaundiced. His chest examination was unremarkable apart from scattered wheezes. His abdomen was distended and exquisite tenderness with muscle guarding was elicited in the right lower quadrant. His blood tests confirmed normal liver function tests and amylase. His white cell count and C-reactive protein were elevated. Plain radiography of the chest excluded a significant pneumoperitoneum. On his plain abdominal radiograph there was evidence of non-specific bowel dilatation and a straight plastic stent was seen in the right lower quadrant (Figure 1 ). An urgent computed tomography (CT) scan confirmed migration of the biliary stent into the distal ileum and was suggestive of visceral perforation with localised free fluid and pneumoperitoneum (Figure 2) .
At laparotomy the affected distal ileum was found in an adhesive cocoon secondary to previous surgery. The straight plastic stent had eroded through into the general peritoneal cavity (Figure 3 ). It was removed and the enterotomy repaired with a simple sutured closure. Careful adhesiolysis and peritoneal lavage were performed. The patient's postoperative recovery was otherwise uneventful.
Discussion
Foreign bodies tend to pass through the intestine rapidly and without complication. Blocked biliary stents become stiff and lose their original malleability and as a result may exert pressure on the intestinal wall and ultimately erode through it by pressure necrosis. In our patient small bowel peristalsis was unable to negotiate this rigid stent through the distal ileum. As Figure 3 illustrates, the ileum was rendered particularly tortuous and angulated secondary to adhesions formed after the two previous laparotomies.
Endo-biliary stent migration is a recognised sequel following endotherapy of bile duct calculi and strictures. Fortunately, visceral perforation appears to be uncommon if not rare. Duodenal perforation may occur intra-peritoneally or retroperitoneally. [1] [2] [3] Perforation through the small bowel is also well documented and may present inside hernial defects. [4] [5] [6] [7] [8] Colonic perforation appears to be reported less frequently. 9, 10 Endoscopic retrieval of stents from the duodenum and colon may be feasible. However, endoscopic retrieval from the small bowel to our knowledge this has not been reported yet and would presumably require balloon enteroscopy.
This case highlights the importance of stent retrieval after successful bile duct clearance and the importance of careful follow-up in patients treated with long-term plastic endobiliary stents especially in those patients who develop abdominal pain which is not classically biliary in character. This is even more important in those patients with previous abdominal surgery. In this group of patients we advocate thorough investigation with plain and axial imaging to exclude stent migration. In patients with retained migrated stents we recommend retrieval by endoscopic or operative means in order to avert life-threatening complications. 
